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This visit was for a Post Survey Revisit to the 

Investigation of Complaint IN00093579 

completed on 08-09-11.

Complaint IN00093579 - corrected

Survey date:  October 13, 2011

Facility number:  010064  

Provider number:  010064

AIM number:  NA

Survey Team:

Mary Jane G. Fischer RN 

Census Bed Type:

Residential:  53

Total:  53

Census Payor Type:

Other:  53 

Total:   53

Sample:  4   

Brookdale Place at Fall Creek LLC was found to 

be in compliance with 410 IAC 16.2 in regard to 

the Post Survey Revisit to the Investigation of 

Complaint IN00093579.

Quality review 10/13/11 by Suzanne Williams, RN
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